INTRODUCTION
Cervical insufficiency has been defined as the inability of the uterine cervix to retain a pregnancy in absence of uterine contractions. Women with cervical insufficiency usually present with repetitive second trimester losses. These are mostly painless cervical dilatation and subsequent delivery of otherwise normal fetus usually occurring between 18 to 22 weeks of gestation. 1 There are two line of thought for management of cervical insufficiency. Some prefer expectant management with bed rest while some prefer transvaginal cervical encerclage around 12 to 14 weeks of gestation. The evidence from randomized controlled trials conclude that cervical encerclage should not be performed prophylactically on women with risk factors for incompetent cervix and surgical management should be reserved for women with history of three or more midtrimester losses and those who show cervical shortening or funnelling on ultrasound examination. 1 Not much has been reported about cases in which interval cervical encerclage was done in non-pregnant state before start of ART procedure. We report a case with cervical insufficiency in a case of subseptate uterus who underwent interval cervical encerclage and carried pregnancy till term with good outcome.
CASE REPORT
A 24 years old woman with married life of 2 years with secondary infertility had two spontaneous second trimester losses. She had conceived spontaneously two times. In her first pregnancy she had a complete abortion of a singleton fetus at 20 weeks of gestation. During her second conception, she underwent transvaginal cervical encerclage at 12 weeks with McDonalds stitch. She subsequently aborted a single fetus at 22 weeks of gestation after removal of cervical stitch.
She visited our outpatient clinic 5 months after the second abortion. On vaginal examination, the cervical length was around 12 mm and the internal OS was open. On ultrasound examination, cervical length was 18 mm along with finding suggestive of subseptate uterus. Based on these findings, a decision to perform hysteroscopic septum resection with interval cervical cerclage was taken.
21st Century Fertility Centre, Gujarat, India Diagnostic hysteroscopy was performed and hysteroscopic septum resection was done. Bilateral ostia were open. A Shirodkar stitch was taken on the cervix. The main objectives during the procedure were to push up the cervical fascia and to extricate the cervix tissue sufficiently to result in a distal cervical segment longer than 20 mm when cervical cerclage was performed. Shirodkar stitch was taken with non-absorbable suture material (Ethilon no 2) with knot placed posteriorly. There were no complications during or after the operative procedure. Post procedure the patient was given oral contraceptive pills for 6 months. After 6 months, ovarian stimulation was started on day 2 with Clomiphene citrate 50mg twice daily from day 2 to day 6. Human menopausal gonadotropin 75IU intramuscularly was given daily for three days (day 7, 8, 9). Follicular growth monitoring was performed using transvaginal ultrasound every fourth day. When two follicles reached size more than 18mm diameter, ovulation trigger was advised. Ovulation trigger was given with recombinant Human Chorionic Gonadotropin 250microgram and on confirmation of rupture; intrauterine insemination was performed with husband semen sample. Semen sample was processed using Density gradient method. All procedures were performed under aseptic precautions and after taking informed consent.
She conceived with a singleton intrauterine pregnancy. She did not have any antenatal complications and she carried her pregnancy till 37 weeks. She delivered a healthy baby through elective Cesarean section and subsequently cervical stitch was removed.
DISCUSSION
Cervical encerclage was first performed in 1902 in women with history of mid trimester abortion spontaneous preterm birth suggestive of cervical insufficiency, with the aim of preventing recurrent loss. Cervical insufficiency occurs in only 0.1% to 2% of all pregnancies. 2 It is the cause of about 20 to 25% of miscarriages in the second trimester, as well as 10 to 15% of preterm deliveries. 3 There is lot of debate whether to follow conservative line of management versus surgical management of cervical insufficiency. Cervical encerclage is a commonly performed prophylactic intervention by many obstetricians. However there is little consensus on the optimum cerclage technique and timing of suture placement. According to RCOG guidelines, history indicated cerclage should be offered to women with three or more previous preterm births and/or second trimester losses. 4 The ideal timing for cerclage procedure is 12-14 weeks of gestation or two weeks earlier to previous pregnancy losses. The procedure of cerclage can be divided into abdominal and transvaginal procedure. Trans-vaginal approach includes either McDonald or Shirodkar technique and they are performed during mid-trimester of pregnancy.
As pregnancy progresses, the challenge to the cervix increases not only because of increasing uterine volume but also because of greater uterine activity. Both raise the risk of cerclage slippage and displacement. Interpregnancy cerclage is not a well-accepted procedure by many obstetricians. Prophylactic transvaginal cerclage generally is an easy procedure, and morbidity is limited to hospital admission, mild pyrexia, and tocolytic therapy. 5 Xiao-ying Jin et al have described two cases in which they performed cervical encerclage before embryo transfer. Both cases had history of previous spontaneous second trimester losses. Both cases carried pregnancies till term and had successful outcome. 6 
CONCLUSION
Most obstetricians do not prefer interpregnancy cervical cerclage. The advantage of cerclage in non-pregnant state is that there is no risk of miscarriage during the procedure. The cervical tissue can be extricated sufficiently to ensure that correct length of cervix is available for effective cerclage. As the saying goes -"A stitch in time saves nine", but we would like to conclude by saying that -A stitch before time saves nine.
